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Abstract
Background: Primary care improvement is the cornerstone of current reforms. Mental disorders (MDs) are a
leading cause of morbidity worldwide and widespread in industrialised countries. MDs are treated mainly in
primary care by general practitioners (GPs), even though the latter ability to detect, diagnose, and treat patients
with MDs is often considered unsatisfactory. This article examines GPs’ management of MDs in an effort to acquire
more information regarding means by which GPs deal with MD cases, impact of such cases on their practices,
factors that enable or hinder MD management, and patient-management strategies.
Methods: This study employs a mixed-method approach with emphasis on qualitative investigation. Based on a
previous survey of 398 GPs in Quebec, Canada, 60 GPs representing a variety of practice settings were selected for
further study. A 10-minute-long questionnaire comprising 27 items was administered, and 70-minute-long
interviews were conducted. Quantitative (SPSS) and qualitative (NVivo) analyses were performed.
Results: At least 20% of GP visits were MD-related. GPs were comfortable managing common MDs, but not
serious MDs. GPs’ based their treatment of MDs on pharmacotherapy, support therapy, and psycho-education. They
used clinical intuition with few clinical tools, and closely followed their patients with MDs. Practice features (salary
or hourly fees payment; psycho-social teams on-site; strong informal networks), and GPs’ individual characteristics
(continuing medical education; exposure and interest in MDs; traits like empathy) favoured MD management.
Collaboration with psychologists and psychiatrists was considered key to good MD management. Limited access to
specialists, system fragmentation, and underdeveloped group practice and shared-care models were impediments.
MD management was seen as burdensome because it required more time, flexibility, and emotional investment.
Strategies exist to reduce the burden (one-problem-per-visit rule; longer time slots). GPs found MD practice
rewarding as patients were seen as grateful and more complying with medical recommendations compared to
other patients, generally leading to positive outcomes.
Conclusions: To improve MD management, this study highlights the importance of extending multidisciplinary GP
practice settings with salary or hourly fee payment; access to psychotherapeutic and psychiatric expertise; and
case-discussion training involving local networks of GPs and MD specialists that encourage both knowledge
transfer and shared care.
Background
Mental disorders are a leading cause of morbidity
worldwide and widespread in industrialised countries,
ranging from 4.3 to 26.4% annually [1,2]. Their substan-
tial burden includes treatment cost, productivity loss,
functional impairment, and reduced quality of life. In
Canada–as in most of industrialised countries–they rank
among the costliest ailments [3]. Mental disorders are
mainly treated in primary care, with general practi-
tioners (GPs) providing the initial clinical contact [4]. In
the course of a given year, about 80% of the population
in industrialised countries consults a GP, of which
roughly between 30% and 40% have significant psycho-
logical symptoms [5-8]. Given the prevalence of mental
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appropriate treatment. Psychiatric services alone can
neither meet the demand for care nor provide it cost-
effectively [9]. GPs also act as brokers, connecting
patients with psycho-social services and specialized care
providers. This role is crucial as patients in many cases
also present substance abuse or physical problems (e.g.
diabetes or cardiovascular disease). Compared to specia-
lized care, primary care is considered to be more acces-
sible, less stigmatising, and more comprehensive since it
manages physical ailments along with mental disorders
[10].
Past reforms in mental healthcare have focused on
improving services for the most vulnerable populations
(e.g. patients with schizophrenia or bipolar disorder).
More recently, under the guidance of the World Health
Organization (WHO), countries such as Australia, New
Zealand, the United Kingdom (UK), and Canada [11]
have attempted to enhance services to individuals with
common mental disorders (e.g., depression or anxiety).
Efforts have been made to reduce the burden and curb
the course of mental disorders through awareness-rais-
ing, detection, and rapid access to appropriate treat-
ment. It is reported that more than 75% of patients with
depression will relapse or experience recurrence. Lloyd
et al. (1996) followed a cohort of patients with mental
disorders treated in general practice, and noted that 54%
still had specific problems after 11 years, and that 37%
had other episodes of illnesses likely associated with
chronic mental disorders [12]. These findings confirm
the pertinence of close monitoring and long-term
approaches to care [13]. Robust primary care has been
equated with greater organisational efficiencies and bet-
ter patient outcomes [14,15]. Accordingly, primary care
is the cornerstone of current efforts to improve the per-
formance and results of healthcare systems.
Nonetheless, GPs’ ability to detect, diagnose, and ade-
quately treat patients with mental disorders is often con-
sidered unsatisfactory. A comparison of research
interview results with GPs’ detection of mental disorders
reveals that 30-70% of GPs’ patients go undetected [4].
But longitudinal studies show that only 14% of patients
with depression or anxiety remained unrecognised after
three years. In national health surveys, from Australia,
the UK, the United States, the Netherlands and Canada
(39%), it was estimated that only about one third of
anxiety and depression patients received treatment
[16,17]. Comparing ten high-income countries involved
in the WHO Mental Health Survey Initiative [18], esti-
mated minimum adequacy standards range from 18 to
42% among patients receiving treatment for anxiety,
mood, and substance disorders. Studies [19-21] usually
show that GPs feel comfortable treating most mental
disorders, but experience difficulty treating personality
disorders, mental disorders associated with substance
abuse, and serious disorders (e.g. schizophrenia, bipolar
disorder). Other key issues include fragmentation and
duplication of services or major gaps in care provision,
resulting in preventable emergency-room visits or hospi-
talisations [22,23]. The literature also mentions lack of
integration between primary and specialised care, and
inadequate communication among clinicians [24,25].
To help GPs manage patients with mental disorders
more effectively, efforts have been made to develop
approaches, instruments or guidelines, and collaborative
care models, including patient self-management; psycho-
metric diagnostic tools; case management; computerised
management systems; continuous training; and shared
care for closer coordination among GPs, psychiatrists,
and psycho-social professionals [26]. Models of optimal
mental healthcare encompass a broad range of manage-
ment and clinical tools, including step-care and patient-
centred approaches.
This article, which is based on previous research on
GPs in Quebec [19,27,28], examines GPs’ management of
mental disorders in an effort to acquire more information
regarding means by which GPs deal with mental disorder
cases, impact of such cases on their practices, factors that
enable or hinder mental disorder management, and
patient-management strategies. It also aims to compare
GPs’ management of common mental disorders and ser-
ious mental disorders, and GPs’ group profiles (e.g. solo
private clinics, private group clinics) as it relates to their
involvement with mental disorders. The Quebec health-
care system offers an interesting setting for exploring
these topics as it has undergone significant organisational
changes, designed to reinforce integrated primary mental
healthcare and collaboration among providers. As the
development of optimal models of integrated primary
care continues to attract worldwide attention, this article
contributes to the discussion surrounding service plan-
ning for improved mental disorders management, and
especially in the context of Quebec’s current on-going
reforms. In addition, while a number of studies in the last
decade have dealt with GPs’ collaboration with mental
healthcare professionals, few have used mixed-method–
especially qualitative investigation–and studied patterns
of collaboration in regards to mental disorders generally
(both common and serious mental disorders) or the
impact of such cases on their practices [29]. More infor-
mation is also needed regarding factors that enable or
hinder GPs’ management of mental disorders, and
patient-management strategies, which will help in devel-
oping more successful care models [30].
Quebec/Canada primary care system
In Canada, health care is a provincial jurisdiction, which
was regionalised over the past two decades. Under the
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free inpatient or outpatient ‘medically required’ care at
the point of delivery. Patients receive treatment at pub-
licly funded facilities or are seen by GPs or private med-
ical specialists in the community who charge their
provincial health plan for their services. Drug costs are
covered mostly by private insurance plans, although 24%
of the population have no such insurance. Quebec is the
only province to offer a public drug insurance plan to
any citizen not covered by a private plan–43% of its
population falls within that category [31]. The ratio of
GPs per number of residents in Canada is above the
average for OECD member-countries (1.12 GPs per
1,000 inhabitants in 2009) [32]. The province of Quebec
has a population of 7.5 million, and 7,199 full-time GPs
(1.03 GP per 1,000 inhabitants). The province also has
1,074 psychiatrists in practice (13 psychiatrists per
100,000 inhabitants), and 8,469 psychologists (104 psy-
chologists per 100,000 inhabitants while the national
average is 48) [33]. In 2001, approximately 80% of con-
sultations with psychologists were within the private sys-
tem in Canada, with most of the costs paid out-of-
pocket or covered by private insurance [34].
A recent Canadian survey found that 23% of GPs
work in solo practice, 51% in group practices, and 24%
in multidisciplinary teams [35]. About 40% of GPs work
in hospitals, and the same proportion in walk-in clinics
[36]. In Canada, GPs are paid mainly through fees for
services, but also partly through salary at health and
social service centres (HSSCs) or hourly fees in hospi-
tals. Close to 25% of the Quebec population lacks a
family physician; accordingly, patient volume at walk-in
clinics is high. One study estimated that walk-in clinics
were a regular source of care for 60% of patients in
some regions of Quebec [37]. In view of theses pitfalls,
Quebec reforms, launched in 2005 [38,39], seek to have
more GPs working in primary care, group practice and
with mixed-payment modes, and to promote patient
rostering, psycho-social services, and new collaborative
models designed to bolster care access and continuity.
Family practice groups (FMG) and networks clinics
(NC) have emerged as new models. FMGs involve sev-
eral GPs working together with nurses responsible for
patient screening, follow-up, referral, and registration.
NCs are similar to FMGs, except that patients are not
registered with GPs, and nurses act mainly as liaison
agents. Shared care (coordination between GPs and psy-
chiatrists) has also appeared, but is in the early stages of
implementation. In addition, mental healthcare teams
have been introduced in HSSCs with the goal of having
20 full-time psycho-social professionals along with two
GPs assigned to each team serving a population segment
of 100,000 adult patients. At this point, about half of the
teams in each HSSC have been formed. Each HSSC
mental health team manages a ‘single access point’
where all referrals, from GPs (also allowing self-referral)
to public psycho-social services and specialised mental
healthcare (e.g. psychiatrists), are centralized at the net-
work level. Quebec has 95 such HSSC local networks
delivering primary care services, which are present in 18
regional healthcare jurisdictions (responsible for specia-
lised care). The HSSC local networks are at the core of
the healthcare system, where providers combine primary
and specialized care to ensure a complete range of ser-
vices. Strong community-based agencies (e.g. peer and
family self-help groups, crisis centres), private psy-
chotherapy clinics, and a network of residential
resources complete the mental primary healthcare sys-
tem offered in the province. Unfortunately, access to
mental healthcare is quite problematic in regard to pub-
lic psycho-social services (at HSSC) or psychiatric care
(psychiatrists in hospital settings). In Quebec, the med-
ian waiting period for HSSC psycho-social services after
referral by a GP is about 40 days per patient [40]. In the
case of psychiatric services, the median wait after refer-
ral by a GP is eight weeks for elective referrals and two
for urgent cases, while there is a 9.5-week waiting period
to receive psychiatric treatments after an appointment
with a specialist [41]. Very urgent cases however are
seen through emergency services.
Methods
Design and study population
This study employs a mixed approach with emphasis on
qualitative investigation. It focuses on GPs in five Que-
bec healthcare regions, including nine HSSC local net-
works in urban, semi-urban, and rural settings. From a
previous research sample and quantitative study of 398
GPs representative of Quebec’sG Pp o p u l a t i o n
[19,27,28], 60 GPs were selected for further investiga-
tion, i.e. for a more in-depth examination of GP man-
agement of mental disorders in view of the results of
the first study. Twelve GPs in each of the five regions
were considered. They were selected for their represen-
tativeness of a variety of practice settings, including solo
or group practices in private clinics, HSSCs, hospitals
(acute, psychiatric or long-term), walk-in clinics, family
medicine groups (FMGs), and network clinics (NCs).
Gender representation within the GP sample was also a
factor. The first GPs randomly listed (considering
region, practice setting and gender) were asked to parti-
cipate in the research until completion of the sample.
Email, postal letter, fax, and telephone contacts were
used to reach GPs. The sample was endorsed by the
regional directors of general medicine, the mental
healthcare directors in the five target geographical set-
tings, and a research advisory committee consisting of
key decision-makers in Quebec. Recruitment occurred
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consent form approved by a university research ethics
board.
Data collection
A 27-item questionnaire and interview guide were used.
Both instruments were tested on three GPs not included
in the final sample. The questionnaire–a shorter version
of the survey used in the preceding research project
[28]–covers four aspects: (1) GPs’ socio-demographic
profile and practice location; (2) continuing medical
education; (3) clinical practice features and profile of
patients with mental disorders; and (4) comfort level in
managing patients with mental disorders. It included
categorical or continuous items, with some five-or ten-
point Likert scale questions. It was self-administered
and required ten minutes to complete. It was used to
compare the sample of the first GPs surveyed (the 398
GPs representative of the full Quebec GP population)
with the 60 GPs selected for the qualitative investiga-
tion. This short questionnaire also provided comple-
mentary information (minimal statistics) in view of
improving our understanding of the qualitative investi-
gation (i.e. most of non-statistical data).
Development of the interview guide was based on a
literature review of primary care and the preceding
research project. The guide included three sections. The
first section dealt with clinical practice. GPs were asked
about (1) their professional background; (2) what they
liked and disliked most about mental disorders manage-
ment; (3) the clinical tools they used to manage mental
disorders; (4) their comfort level in dealing with mental
disorders; (5) their skill-development methods; (6) the
influence of their workplace on mental disorder man-
agement; (7) the impact of mental disorder management
on their workload or schedule, and their coping strate-
gies; and (8) the incentives for treating more patients
with mental disorders. The second section of the inter-
view guide focused on GPs’ relationships with mental
healthcare networks, their evaluation of the availability
of mental healthcare resources in their territory, and
their views on healthcare reform. The third section dis-
cussed GPs’ need for support and collaboration and
their ideal model of practice for treating mental disor-
ders. Interviews (lasting 70 minutes) were conducted by
one of the three primary authors (25% face-to-face; the
rest by phone). They were recorded and transcribed
(respondents’ anonymity was respected).
Data analysis and definition of variables
Quantitative and qualitative analyses were performed.
Frequency distribution for categorical variables and
mean values for continuous variables were computed
with SPSS Statistics 17.0. As for qualitative data,
transcripts were read by the three primary authors and
subsequently coded using NVivo 8. The codes were
derived from the literature on primary care related to
the interview guide themes. Transcript analysis also gen-
erated new codes. The researchers discussed the coding
process to ensure accuracy and refine the interpretation
of results. Data analysis also involved the reduction and
synthesis of information. Reports integrating both quan-
titative and qualitative data were produced to summarise
pertinent results, which were read and discussed by all
researchers. A second qualitative analysis was performed
(with NVivo) using data associated with GPs’ main prac-
tice settings (where GPs’ s p e n tm o s to ft h e i rw o r k
hours–recorded in the questionnaire), namely (1) solo
private clinics; (2) private group clinics; (3) HSSCs; and
(4) hospitals (including general and psychiatric hospi-
tals). Such qualitative data grouping allowed compari-
sons of GPs’ clinical practice with regard to their main
settings. Wherever pertinent, data analysis also com-
pared GP management of patients diagnosed with a
common mental disorders (e.g. anxiety, depression) with
patients with a serious disorders (e.g., schizophrenia,
bipolar disorder) with or without concomitant disorders
(physical problems, substance abuse). Patients with com-
mon mental disorders differ considerably from patient
with serious disorders. The former are generally
employed; their problems are often less disabling though
they may be recurrent or become chronic and the
patient may suffer a relapse. The latter (2-3% of the
population) are generally unemployed, and need consid-
erable help in many bio-psycho-social areas on a long
term basis (Nelson 2006). As for patients with concomi-
tant disorders, the prognoses are not as positive since
these patients are usually reported to be more difficult
to treat (greater severity, incompatible treatments, etc.);
to require more services (especially emergency); to be
hospitalised more often; and to be less likely to abide by
prescribed treatment [42].
Results
GPs’ simple, and socio-demographic and workplace
profiles
One hundred twenty-four GPs were approached to par-
ticipate in the research; 29 were excluded because they
had moved or retired or were impossible to reach. Sixty
agreed to take part in the research, and 35 refused, for a
response rate of 63%. The 60-GP and 398-GP samples
were compared on key parameters: age, gender, and fee-
f o r - s e r v i c ei n c o m e( T a b l e1 ) –with no significant differ-
ence found. However, the 60-GP sample drew much less
income from service fees than Quebec’sG Pp o p u l a t i o n
as a whole. Nevertheless, the validity of our qualitative
approach draws less on statistical representation than
on the richness and depth of information that we
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tions of the mechanisms by which different factors influ-
enced their behaviours. Furthermore, our sample size
allowed us to reach theoretical saturation.
Of the 60-GP sample, 48% were men and 52%
women. Mean age was 52, with nearly two-thirds of
the sample (65%) aged 45-59; accordingly, a majority
(73%) possessed 20 years of experience or more.
Approximately half (47%) earned 67-100% of their
income from fees for services. Roughly 75% worked in
two to four different settings (average: three). Twenty
GPs worked mainly in private group clinics, 11 in both
solo private clinics and hospitals, and 18 in HSSCs.
Among GPs in private group clinics, 50% were also in
family medicine groups (FMGs) and 25% in network
clinics. Among GPs in solo private clinics or in HSSCs,
27% also were in FMGs.
Prevalence and management of mental disorders in GPs’
practice
Most GPs reported that at least 20% of visits were by
patients with mental disorders, generally common men-
tal disorders. About 15% followed patients with serious
mental disorders (one to ten per cent of total patients
seen). GPs working principally in solo practice or
HSSCs reported seeing the greatest number of patients
with mental disorders (both common and serious men-
tal disorders). HSSCs were the only setting where GPs
followed patients with serious mental disorders more
assiduously (Table 2). A large proportion of patients
with mental disorders–specifically 35% of patients with
common mental disorders and 52% with serious mental
disorders–also presented physical ailments and sub-
stance abuse. In these cases, GPs treated both mental
disorders and physical ailments. Only 10% of GPs
reported treatment of physical conditions exclusively
when a mental disorder was also present.
A large majority of GPs reported being very comforta-
ble managing patients with common mental disorders
(on a scale of 0-10, 85% evaluated their level of comfort
at 8-10–very comfortable; “see Additional file 1: Exam-
ples of verbatim statements“). GPs’ explanations for this
finding include frequent exposure to patients presenting
common mental disorders; keen interest in this type of
disorder; regular continuous medical education; and lim-
ited access to psychiatric care (resulting in GPs accept-
ing patients they would otherwise refer to a
psychiatrist). Other explanations may be found in perso-
nal traits reported by these GPs: listening skills, ability
to view matters in perspective, empathy, patience, ability
to communicate, and an open mind.
Conversely, most GPs reported difficulties managing
patients with serious mental disorders (on a scale of 0-
10, a majority scored 5-7 and a large minority, 1-4–
somewhat or moderately comfortable). Patients diag-
nosed with a personality disorder, attention deficit
hyperactivity disorder (ADHD), eating disorder, sexual
addiction and concomitant substance abuse or mental
retardation, were also deemed a challenge. GPs who
reported difficulties with such patients worked mainly
in solo private clinic. Some GPs admitted that they
were comfortable monitoring serious mental disorders
when patients were stabilised or when more specialised
diagnoses were made. Generally, these GPs had an
appropriate background, i.e. they had more exposure
to mental disorders, belonged to HSSC mental health-
care teams, had experience in a psychiatric hospital or
had received special training. While some patients are
difficult to handle, most GPs believe that mental disor-
ders generally can be managed in primary care. Excep-
tions are patients in crisis or decompensation, who
should be seen by a psychiatrist and returned to GPs
with appropriate treatment protocols when stabilised.
More complex cases (as above) and refractory patients
with common mental disorders should be referred to
shared-care programs. More difficult cases may also be
referred to GPs with experience in providing specia-
lised mental healthcare.
Table 1 Comparison between our 60-GP sample, previous research on a 398-GP sample, and Quebec GP population
60 GPs (%) 398 GPs (%) P (X
2) Quebec GPs* (%) P (X
2)
Age categories (years) 0.350 0.350
<35 1 (1.7) 29 (7.3) 13.7
35-44 9 (15.0) 112 (28.1) 27.5
45-54 24 (40.0) 170 (42.7) 35.0
55-64 22 (36.7) 74 (18.6) 18.3
65+ 4 (6.7) 13 (3.3) 5.5
Gender distribution 0.670 0.322
Male 29 (48.3) 194 (48.7) 55.1
Female 31 (51.7) 204 (51.3) 44.9
Income level from fee for services 54.8 (37.8) 64.9 (39.8) 0.149 74.0 0.005
*[43]
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treatment processes
GPs generally used their clinical intuition, experience, and
the DSM-IV to detect and diagnose mental disorders.
Standardised scales or questionnaires were used infre-
quently (essentially for specific or complex cases). Occa-
sionally, these instruments helped to convince patients
who did not recognise their disorders and usher them into
care. Few GPs considered using these tools to monitor
mental healthcare outcomes. Overall, they were used more
frequently by GPs working at HSSCs. Almost all GPs
referred patients to psychiatrists when faced with serious
conditions, such as a first schizophrenia diagnosis, likely to
exceed their ability to provide effective treatment.
GPs’ treatments for common mental disorders were
based on the following: pharmacotherapy, support ther-
apy, and psycho-education. They did not generally give
prescriptions for serious mental disorders; however, they
followed up on psychiatric prescriptions and monitored
side effects and physical co-morbidities when patients
were stabilised. Some GPs possessed psychotherapy
training but, given time constraints, were unable to use
it. Consequently, insured patients were referred to psy-
chologists in private practice, whose services were
deemed more accessible than those in the public system.
Most GPs favoured joint pharmacotherapy and psy-
chotherapy as the most effective treatment for common
mental disorders. Patients with a serious mental disor-
d e r ,m a j o rp e r s o n a l i t yd i s o r d e ro rc o n c o m i t a n ts u b -
stance abuse disorder were referred to specialised
resources, due to time constraints, onerous healthcare
demands, and inadequate treatment skills. GPs made
few referrals to community-based agencies, due to unfa-
miliarity with these resources.
GPs closely followed their patients with mental disor-
ders. In the acute phase, visits were frequent: monthly,
bi-weekly or even weekly when patients were in crisis or
deemed a suicide risk. Prescribed drug use and side
effects were closely monitored. As patients stabilised,
intervals between visits grew longer depending on the
patients’ needs and the GP’s availability. On average,
GPs saw patients with serious mental disorders without
concomitant disorders (SMDs) five times a year and
patients with concomitant disorders (SMDCs) nine
times a year. The average number of follow-up visits
was seven for patients with common mental disorders
(CMDs) and eight for patients with concomitant disor-
ders (CMDCs). GPs who worked in hospitals reported
the greatest number of patient visits annually. Generally,
follow-up visits depended on patient needs or functional
impairment; evolution of the illness (first episode, crisis,
stabilised or chronic phase); concomitant disorders; and
involvement of mental healthcare stakeholders (includ-
ing social support received by patients). GPs spent 30
minutes on average with patients. Patient visits were
reported to be longest in HSSCs (on average 36 min-
utes) and shortest in solo private clinics (24 minutes).
GPs’ management of mental disorders: enabling and
hindering factors
For more than half of GPs (37 out of 60, 61.6%), clinical
setting positively influenced the propensity to support
patients with mental disorders. The nature of remunera-
tion in HSSCs and hospitals (i.e. salary or hourly fees)
allowed GPs to spend more time with their patients.
These settings also offered better access to diverse men-
tal healthcare resources, collaboration opportunities
with colleagues, comprehensive multidisciplinary assess-
ment, and informal partnerships. Even if all referrals
had to be made through the HSSC’s single access point,
GPs in HSSC and hospital settings were given an advan-
tage by being on-site with public mental healthcare
Table 2 Prevalence of mental disorders among general practitioners’ patients, according to their main workplace (%)
Prevalence (%) Solo private clinics (%) Private group clinics (%) HSSCs (%) Hospitals (%) Total
MD
0-33 7 (28.0) 10 (40.0) 4 (16.0) 4 (16.0) 25
34-66 - 9 (39.1) 8 (34.8) 6 (26.1) 23
67-100 4 (33.3) 1 (8.3) 6 (50.0) 1 (8.3) 12
CMD
0-33 7 (16.7) 15 (35.7) 10 (23.8) 10 (23.8) 42
34-66 1 (9.1) 4 (36.4) 6 (54.5) - 11
67-100 3 (42.8) 1 (14.3) 2 (28.6) 1 (14.3) 7
SMD
0-33 11 (19.6) 20 (35.7) 14 (25.0) 11 (19.6) 56
34-66 - - 3 (100) - 3
67-100 - - 1(100) - 1
Index: HSSCs: health and social service centres; MD: mental disorders (common and serious mental disorders); CMD: common mental disorders; SMD: serious
mental disorders
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(hospitals). Psychosocial professionals were also present
at some private group clinics, but on the whole GPs
were as isolated in such a setting as in solo private
clinics. Generally, HSSCs and hospitals were associated
with fewer hindering factors than other settings in the
management of patients with mental disorders. At all
sites, patient rostering was considered useful in mental
disorders management. In rural and remote areas, most
GPs assumed full responsibility for cases, as there were
few or no other resources.
Overall, key obstacles in GPs’ management of patients
with mental disorders were as follows: difficulty acces-
sing specialised resources; scarcity of mental healthcare
workers; and inadequate support and communication
among stakeholders. Another obstacle was the lack of
stability with respect to structures and staff in the men-
tal healthcare system. More specifically, direct commu-
nication with psychiatrists was extremely difficult in
contrast to the ease of access to other medical specia-
lists. Long wait times to see psychiatrists and little com-
munication on estimated appointment intervals were
reported. GPs felt helpless and isolated when patients’
mental disorders were beyond their ability to treat, and
emergency departments were the only solution.
Direct communication with psychologists was also a
problem. GPs considered that brief written reports or
phone conversations with psychologists on treatment
objectives, approaches, and therapy planning at the very
least would benefit their patients. Improving collabora-
tion with psychologists would also help in completing
insurance forms for patients’ sick leave and planning
return to work more effectively. Generally, private insur-
ance was found to benefit patients since it eliminated
financial stress and allowed treatment to progress as
planned. However, major insurance-related irritants
were reported: too many long and detailed insurance
forms to fill, and too few psychotherapy sessions eligible
for reimbursement.
For patients without private insurance, the major
impeding factors were a lack of psychologists in the
public system (with social workers filling the void); and
long wait times for accessing psycho-social professionals.
This referral process–involving forms to complete–was
found to be inefficient, burdensome and bureaucratic.
Information on wait times was not readily available, and
service quality was occasionally questioned. GPs at
HSSCs were more satisfied with single access points
than other GPs. Unless professionals were present in the
same building, information sharing and cooperation
were spotty or absent. Inadequate communication led to
duplication and poor service continuity and integration;
for example, patients were hospitalised, discharged or
referred to psychiatrists without their GP’s knowledge.
Impact of mental disorders management on GPs’
practices
Most GPs appreciated their mental healthcare practice
(specifically common mental disorders) and viewed it as
a source of satisfaction. They also appreciated the doc-
tor-patient relationship and the opportunity to use hol-
istic approaches in keeping with the dominant bio-
psycho-social mental healthcare model. Patients were
seen as endearing, grateful, and receptive to treatment
and advice as compared with patients presenting physi-
cal problems. GPs practices also encompassed patients’
relatives, with proffered care and treatment usually
resulting in positive outcomes.
Most GPs said that management of mental disorders
could be burdensome as it required time, flexibility, and
emotional investment. Especially onerous were the pre-
valence and complexity of cases, particularly patients in
crisis situations, refractory disorders, and the presence
of concomitant physical or substance abuse problems.
Concomitant conditions often defeated treatment for
mental disorders. Appointments had to be added to
GPs’ heavy schedules. Too often, GPs had to cope with
these patients alone without critical mental healthcare
resources. Patient management, especially for serious
mental disorders and personality disorders (narcissistic,
histrionic, borderline), was viewed as more taxing:
poorer compliance to treatment and appointments, and
a disturbing presence in the waiting room. About half of
the GPs surveyed mentioned inadequate remuneration
and time-consuming mental healthcare duties (mana-
ging medical records and insurance forms, ensuring
proper use of prescribed drugs, alleviating patient dis-
tress, monitoring patient recovery). GPs in solo private
clinic were more likely to view mental healthcare man-
agement negatively. Seeing patients (especially new
ones) in walk-in clinics and coping with time pressures
(and crowded waiting rooms) were also stressful.
Strategies promoted by GPs to improve mental disorders
management
GPs advocated various strategies to improve mental dis-
orders management and reduce its burden: (1) see these
patients at the beginning or the end of the day; (2)
reserve longer time slots for them; (3) when scheduling
appointments, alternate between patients based on ill-
ness and severity; (4) set new appointments for further
evaluation or to treat concomitant problems ("one pro-
blem-per-visit rule); (5) reserve time slots for crisis
situations; (6) extend workdays or shorten lunch and
coffee breaks. Time slots at walk-in clinics were used
for crisis situations or regular follow-up. Depending on
patient needs, GPs’ practice settings were switched
(short follow-up in solo private clinics, long screening
sessions at HSSCs or hospitals). Bypassing the formal
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networks led to improved access to care.
University education was generally deemed insufficient
training for providing optimal treatment of mental dis-
orders. Accordingly, over half of GPs reported attending
three half-day sessions of continuing medical education
on mental disorders in the past 12 months. Training in
local network settings was perceived as especially rele-
vant when delivered by psychiatrists, as it linked knowl-
edge transfer with shared care, enabling better
communication with psychiatrists. Case discussion with
mental healthcare professionals was viewed as beneficial
to GPs’ skills development. Workshops, conferences, lec-
tures, and specialised articles and books were considered
key skill-enhancing resources. As the GPs improved
their skills, they pursued training and reading opportu-
nities more assiduously, particularly with regard to spe-
cific approaches or more uncommon conditions,
including cognitive behavioural therapy, eating disorders,
and ADHD. The few management tools utilised (e.g.
clinical protocol, screening diagnosis questionnaire)
were also expected to be helpful to improve patients’
follow-up, especially with the more difficult cases. Few
patient-centred approaches were employed. The need to
expand shared care–increased involvement of psychia-
trists and psychologists as well as other professionals
including social workers and nurses for serious mental
disorders–was deemed critical. On-site mental health-
care services would be particularly welcomed. Shared
care can improve service quality and efficiency. It may
allow GPs to increase their caseload, a desirable devel-
opment given the high number of patients without a
family doctor. Finally, GPs wished to be more informed
about mental health services availability in their practice
environment.
Discussion
This article is designed to add to the body of knowledge
on mental disorder management by GPs, and to provide
insights into how the management of primary mental
healthcare could be improved. While our study casts
new light on GP mental disorder management, it has its
limitations. First, it may over-represent GPs who are
more keenly interested in mental health, thereby
accounting for a larger proportion of GPs paid by salary
or hourly fees (rather than fee for service) in our sample
compared to GPs in Quebec as a whole. Second, the
study focused on Quebec: studies must be conducted in
other jurisdictions to establish a basis for comparison.
Finally, no data were collected on the adequacy of GPs’
treatment of patients with mental disorders, which is
considered a major issue [4].
Our findings can be summarised in five factors, which
a r ef o u n dt od r i v eG P s ’ management of mental
disorders, discussed in this section: (1) environment
(international trends, jurisdictions); (2) macro-organisa-
tional features and reforms (formal networking, access
to resources, preferred management tools); (3) practice
settings (remuneration, internal collaboration, types of
clientele); (4) GPs’ individual characteristics (training,
background, interests, informal networking, confidence
treating mental disorders); and (5) patient management
profiles (attitudes, illness severity, prognoses).
As already mentioned, there is a strong trend toward
reinforcing primary care, which is associated with
improved healthcare outcomes [44]. In the past decade,
countries and smaller jurisdictions (such as Quebec)
have implemented critical reforms designed to
strengthen primary care [45]. GPs are the first target of
reforms; best practices and new instruments (e.g. key
performance indicators) have been introduced, particu-
larly with respect to patients with chronic conditions. It
has been shown that GPs play a key role in mental dis-
order management, especially for common mental disor-
ders, and that mental healthcare workers provide
effective complementary services [46]. Patients with
mental disorders represent a large proportion of GPs’
clientele [47]: the second most important group to seek
advice according to a recent study [46]–depression
alone being the third reason for seeking help [48]. As
seen, there have been a number of efforts to improve
primary care in Quebec: family medicine groups
(FMGs), network clinics (NCs), and shared care, includ-
ing the consolidation of HSSC mental health teams, and
the introduction of HSSC single access points within
each local network.
Our results show that Quebec reforms have not yet
significantly improved the mental healthcare system,
much to GPs’ dissatisfaction regarding such macro-orga-
nisational features as networking opportunities and
access to resources. However, reforms are still in the
early stages. As other studies reveal [49,50], FMGs and
NCs have not yielded considerable improvements yet,
especially in mental healthcare. In our sample, most
FMGs and NCs were solo or private group clinics set-
tings that do not promote more effective mental disor-
der management. Nurses in those settings played a
major role, but, as the literature underscored, they
usually reported lacking adequate knowledge and train-
ing in mental health, and were more willing to treat ser-
ious mental disorder than common mental disorder
cases [5,51,52]. Shared care in Quebec is still underdeve-
loped and, as elsewhere, it has not yet led to the
expected improvement in access to psychiatric care
[53-55]. HSSC mental healthcare teams and single
access points were generally viewed as yet more bureau-
cracy and failed to streamline GPs’ access to psycho-
social services. Clinical tools such as standardised scales
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sive dissemination of guidelines to improve the recogni-
tion and management of mental disorders, as well as
broad education programs, have generally been found to
have minimal positive outcomes [56,57].
As for GPs’ practice settings, our study showed that
some were more adapted to the management of mental
disorders. These settings shared the following features:
(1) GPs were paid a salary or hourly fees; (2) longer
time slots were available for more comprehensive care;
(3) psycho-social mental healthcare teams were located
on-site; (4) formal and informal networks were present;
and (5) multidisciplinary assessment, meetings, and
training were encouraged. These are recurring strategies,
promoted to enhance mental disorders treatment
[6,58-60]. They are generally present in HSSCs and hos-
pitals, making them more suitable settings for the man-
agement of serious mental disorders, and complex cases
of common mental disorders. Previous studies [61-63]
have pinpointed the key role played by HSSCs (or multi-
disciplinary settings) in the treatment of complex cases
involving both physical and mental illness, which are
generally associated with poorer prognoses. Other
enabling features, found in our study as in others were
as follows: knowing the mental healthcare resources and
professionals; formal referral procedures; good commu-
nication between practitioners; being informed about
patients’ treatment following referral; and not having
time constraints when trying to respond to patient
needs [57,64-66].
Irrespective of main practice settings, GPs’ individual
characteristics also influenced mental disorders manage-
m e n t .G e n e r a l l y ,G P sw h ow e r em o r ec o n f i d e n to r
enthusiastic about treating patients with mental disor-
ders (1) had undergone more continuing medical educa-
tion (CME) in mental healthcare; (2) had greater
exposure to this type of patient; (3) had keener interest
in mental healthcare; (4) possessed enabling traits
(empathy, listening skills); (5) favoured multidisciplinary
care approaches; and/or (6) developed mental healthcare
practices to fill a void (for example, in rural or remote
areas where no psychiatric services were available). Gen-
erally, these GPs also relied on better informal networks,
thus bypassing long wait times and gaining ready access
to the formal mental healthcare network. For Anderson
and colleagues [67], general practice experience and pri-
vate life are key drivers, more influential than academic
education and professional literature. Other characteris-
tics such as practice size (for group practice settings),
gender, and time devoted to work did not stand out as
variables enabling mental disorders management–con-
trary to what some other research demonstrated
[6,64,68].
GPs in our study reported confidence in treating
patients with depression or anxiety, in accordance with
recent findings [4,69]. Though GPs believed they could
manage most cases of mental disorders, they viewed col-
laboration with psychologists or psychiatrists as central
to good management. For common mental disorders,
GPs preferred integrated pharmacotherapy and psy-
chotherapy, as promoted by best practices [70,71]. Con-
trary to one study [72], ours found no evidence of fear
among GPs that their use of psychotherapy in patient
follow-ups would result in losing a good doctor-patient
relationship, and control over treatments, or lead to
adverse patient outcomes. For serious mental disorders
or refractory disorders, GPs preferred shared care, espe-
cially a strong relationship with psychiatrists. Very lim-
ited access to psychologists (either private practices
where insurance is required or public practices where
lengthy wait times prevail) and psychiatrists (who were
difficult to contact) was noted. As in most countries,
this situation seriously impeded shared care, and has led
to a greater emphasis on biomedical solutions, such as
pharmacotherapy [66,73-75]. Increased access to psycho-
logical treatments, especially brief cognitive behavioural
treatment–as an alternative to, or jointly with pharma-
cotherapy–is part of most recent reforms in countries
such as the UK and Australia [9]. Specialised programs
such as integrated treatment for substance abuse and
serious mental disorders have also been promoted [76].
Neither of these innovations has yet emerged in Quebec
on an extensive basis, which is also the case in most
countries.
GPs in our study insisted on the importance of the
doctor-patient relationship as a key component of men-
tal disorders detection and management. Studies
[66,77,78] have demonstrated that a patient-centred
style of practice, and listening and communication
improve the doctor-patient relationship, by creating
trust, encouraging empathy, and helping the patient to
disclose psychological problems. GPs also found their
mental healthcare practice very rewarding, and patients
very grateful, especially when they complied with medi-
cal recommendations, leading to positive prognoses.
Our results belie previous research [66,70] suggesting
that GPs viewed patients with common mental disorders
as ‘burdens’, ‘frustrating’, and ‘not particularly attractive’.
Even if GPs appreciated their mental healthcare prac-
tices, they did limit the number of patients they took on
due to the emotional toll and time-consuming nature of
providing such care–hindering factors underlined in
most studies [66,68,71,79,80]. In our research, negative
attitudes especially occurred when GPs were alone and
felt ill-prepared to face complex cases [73]. Certainly,
rarer forms of mental disorders or serious mental
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cialised training than to strictly primary-care physicians,
as the literature indicates [19,81]. Furthermore, mental
healthcare was viewed as financially unrewarding, and as
not offering optimal practice conditions. In spite of
these obstacles, GPs followed their patients closely (on a
bi-weekly or monthly basis). Studies have uncovered
problems with regard to the adequacy of care [70], gen-
erally affecting more patients who are not rostered, or
reflecting the quality of the GPs’ services (too-short vis-
its, technical quality of care).
Conclusions
Our study highlighted the considerable interest shown
by GPs in the management of mental disorders (espe-
cially common mental disorders) and treating patients
in interdisciplinary settings. GPs in our sample found
their practice very rewarding. The prevalence of mental
disorders has compelled GPs to invest substantially in
mental healthcare. On the whole, they welcomed oppor-
tunities to diagnose and treat patients with common
mental disorders; however, they also faced a number of
impediments, including healthcare system fragmenta-
tion; lack of communication, resources, and useful clini-
cal tools; and unsuitable modes of remuneration. In
Quebec, as in most other jurisdictions, best practices
such as patient self-management, step-care therapy
(both of which were essentially not discussed), and
shared care are as yet underdeveloped. GPs worked
mainly in solo practice, relying on their clinical intuition
with little clinical or collaborative support. Psycho-social
resources, such as cognitive behavioural therapy, are not
sufficiently widespread, which too often compelled GPs
to turn to pharmacological solutions as the only afford-
able option for patients.
In light of current reforms and best-practice recom-
mendations, our study promotes, as a ‘step-care
approach’ to system change, increased access to psy-
chologists and psychiatrists,i na ne f f o r tt os t r e n g t h e n
bio-psycho-social modes of treatment and shared care.
Development of a network of GPs in multidisciplinary
settings with more specialised knowledge of mental
disorders would prove beneficial in the treatment of
more complex cases. Specialised resources for the
treatment of substance abuse (given the prevalence of
concomitant disorders) and greater participation by
community-based agencies also represent desirable
developments. In addition, rostering of patients and
salary-based or hourly-fee compensation should be
more promoted. Continuing education and case discus-
sion in local networks with psychiatrists and multidis-
ciplinary resources are also recommended as they
favour skill and network development, respectively.
Finally, government policy, implementation incentives,
and support mechanisms must drive reforms, enabling
GPs to play a significant role in the management of
mental disorders and bolstering integrated bio-psycho-
social approaches.
Additional material
Additional_file 1: Mental disorders (MD) management in GPs’
practice: examples of some qualitative statements.
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